H ealth care providers are at significant risk of exposure to sexual harassment (SH) and workplace violence. 1, 2 Inappropriate patient sexual behavior (IPSB) is committed by a patient and directed at a clinician, staff, or other patient in a health care setting and includes any "verbal or physical act of an explicit, or perceived, sexual nature, which is unacceptable within the social context in which it is carried out," 3 such as leering, sexual remarks, deliberate touch, indecent exposure, and sexual assault. IPSB may adversely affect clinicians, organizations, and patients themselves. 4 When IPSB behaviors are severe or repeated, they can create a hostile work environment and may be considered SH. 5, 6 A recent US survey of physical therapists, physical therapist assistants, and students (hereafter referred to as "physical therapist clinicians" for the purposes of this article) determined an 84% career prevalence of experiencing IPSB and a 47% prevalence within the past 12 months. 4 These numbers are similar to results of other surveys conducted in past decades on IPSB in physical therapy. [7] [8] [9] [10] Prevalence data alone justify consideration of how best to address IPSB.
Effectiveness of clinician response to IPSB is not well researched, but health care literature details several informal and formal response options to IPSB. Informal responses include ignoring the behavior, distracting the patient, avoiding the patient or the provocative situation, joking or making light of remarks or behaviors, verbally attacking or scolding the patient, and directly discussing the behavior with the patient. 5, 7, [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] Formal responses include documenting the incident, reporting the behavior within the facility, establishing patient behavioral plans or contracts, utilizing chaperones for future visits, transferring or terminating the care, filing a SH claim, and contacting law enforcement. 3, 5, 9, 10, 14, 23, 25, [27] [28] [29] [30] [31] [32] [33] Two surveys of physical therapists and students conducted in the 1990s asked those reporting IPSB if they had taken any of 5 possible actions in response to the event: ignore, tell a supervisor, tell a friend, discuss the incident with the patient, or set an ultimatum to withdraw services. McComas et al 9 (n = 152) reported that the majority of respondents in their survey ignored mild IPSB. With more serious behavior, professionals were slightly more likely to discuss the behavior with the patient, but students were still twice as likely to ignore the situation as to address it directly. In 1998, Weerakoon and O'Sullivan 10 (n = 132) found ignoring the behavior to be the most common response across severity levels. In both studies, the majority of respondents reported satisfaction with results of their response. 9, 10 In a study (n = 67) by Ang et al in 2010, only half of physical therapist student-respondents indicated that they had spoken to anyone after incidents of IPSB. 7 Most health care literature demonstrates a similar trend where the majority of clinicians ignore patients' improper sexual conduct. 10, 12, [34] [35] [36] [37] [38] However, in 2 studies, clinicians were more likely to confront severe behaviors than ignore them, and in 1 occupational therapy study, the majority of respondents spoke with patients directly about all levels of IPSB. 9, 26, 39 General research on SH and rape prevention indicates that an assertive response is most effective in ending SH and preventing sexual assault, but confirms that ignoring the problem or avoiding the perpetrator are much more common responses. [40] [41] [42] [43] [44] Choosing effective and appropriate responses may be complicated by ethical considerations raised by the patient-clinician relationship. Health care professionals have legal and ethical obligations to meet patients' medical needs. This responsibility must be balanced against rights to a workplace free of SH, where interventions meet the needs of both patients and clinicians. Additionally, certain risk factors may affect which responses are most common or most effective. Factors identified that place those in the physical therapy profession at higher risk of IPSB include having fewer years of direct patient care, routinely working with patients who have cognitive impairments (PWCI), being female, treating mostly male patients, and in the case of mild IPSB, being younger. 4 Research on the use and impact of physical therapist clinician responses to IPSB is dated, based on small samples, and limited in scope. There is a need to categorize physical therapist clinician responses to IPSB and examine the impact of these responses. Knowledge of effective clinician response strategies can establish and inform training, human resources policy, and education to ensure safer, more productive, and healthier workplace environments for both patients and caregivers. The purpose of this exploratory study was to examine how US physical therapist clinicians addressed IPSB, which strategies they found most successful, and whether any particular risk factors or prior training affected strategy selection or impact.
Methods
An electronic survey was fielded from January 22 to April 13, 2016. Details of survey development and a copy of the survey have been published previously. 4 The survey was assessed for validity by fielding it to content experts. Reliability was judged by having 25 individuals take the survey twice, with a median time of 5 weeks between completion of the 2 surveys. Statistical analysis of reliability data demonstrated good test-retest reliability of the tool. Of 97 questions, 90 (92.8%) had Kappa values significantly greater than 0. A revised final survey took into consideration results from both the validity and reliability testing. 4 The questionnaire consisted of a demographics section, an IPSB experience section, and a strategy section. Literature supported a 12-month window for best memory capture. 45 The experience section included 13 types of IPSB, divided into mild (stares, suggestive comments, date requests, romantic gifts), moderate (explicit sexual comments, propositions, obscene gestures), and severe categories (flashing, masturbating, stalking, groping, threats, and assault and rape). 4 Designation of severity was based on level of risk to the clinician and in accordance with prior literature. 9 The strategy section consisted of 6 informal responses exploring the interpersonal interactions clinicians chose to have with these patients as well as 8 formal responses that in some way involved the facility or law enforcement in the professional-patient relationship. (Fig. 1 contains a full list of strategies). Participants were asked which of 14 strategies they had employed with any IPSB over the past 12 months and to select whether their response made the situation better, made the situation worse, did not affect the situation, or whether they were unsure of the effect. If participants had used a strategy more than once in the prior 12 months, they were instructed to report "the overall effect or the effect the majority of the time." Response strategies previously identified in the literature were altered to be nonjudgmental to avoid threatening a participant's self-image. 46 Given the goal of determining what actions were effective in resolving IPSB situations, self-care responses such as talking to a friend, calling a hotline, or seeking counseling were not included in this study.
Participants
A sample of convenience was recruited through selected physical therapist (n = 15) and physical therapist assistant (n = 2) academic programs as well as through APTA sections (Acute Care, Health Policy and Administration, Home Health, Orthopedic, Neurology, Private Practice, and Women's Health) and the Academy of Geriatric Physical Therapy. An email registry of US physical therapists, physical therapist assistants, and students was unavailable. The authors chose to recruit via APTA section membership, as these entities expressed willingness to distribute the online survey link. Each participating section chose their own method of advertising the study. Physical therapist and physical therapist assistant academic programs notified students by forwarding the authors' recruitment email. It is not possible to accurately estimate the number of professionals exposed to the survey because many physical therapists, physical therapist assistants, and students belong to more than one section and because many section members were not directly notified of the survey but rather saw the link when perusing a section website. The survey's demographic section (Section 1) forced respondent exclusion by requiring students to have completed a final internship, and input on events over the past 12 months required practitioners to have treated patients over that period. 4 
Data Analysis
Use of each clinician response strategy for IPSB was summarized by frequencies and percentages.
Respondents with previously identified risk factors 4 were compared to those without the risk factors to determine if there were differences in strategy selection or impact. Age and years of experience were collapsed from 5 survey categories to 2 for comparison. Students were compared to all professionals, and those who had not received any IPSB training were compared to those reporting any of 5 types of training listed on the survey. To consider difference in response strategies used with PWCI, respondents selecting that "most" reported IPSB events occurred with PWCI were compared to those selecting that "none" had occurred with PWCI. Respondents reporting that "some" events had occurred with PWCI were excluded from this analysis because strategies reported by these individuals could have been used either with PWCI or with patients who were cognitively intact. Tests of 2 proportions, with Holm P value adjustments 47 to correct for 14 possible response types, compared these percentages among the various respondent characteristics groups described above.
The null hypothesis for response impact was that the proportion of respondents who reported that the strategy made the IPSB situation better would be equivalent to flipping a fair coin (ie, 50%). We tested against the 2-sided alternative hypothesis that this proportion was significantly different from 50%, using a single proportion test with Holm adjustment for 14 tests. Tests of 2 proportions with Holm adjustment for multiple testing were used when assessing the impact of respondent characteristics upon the success of responses. Significance level was set at a Holm adjusted 5% for all tests. 47 All tests were conducted using R for statistical computing version 3.3 or greater.
In analyzing the qualitative data, 2 researchers (M.M.P., J.S.B.) independently analyzed portions of the open-ended comments searching for clusters and patterns of meaning related to strategies that clinicians used to address IPSB. 48 The researchers independently identified codes for each strategy and then refined the codes through consensus. Both researchers continued to code portions of the data, independently searching for additional emergent codes and negative cases (eg, comments dismissive of IPSB); 49 they came together periodically to debrief and compare coded data, refine categories, and develop consensus on any discrepancies. 48 Once all data were coded and no discrepancies remained, the coded data were given to a third researcher (Z.C.), who functioned to validate the coding process and mitigate any bias. 48, 49 Further consensus was sought on any concerns raised by the third reviewer. We then compared strategies identified in the open-ended comments to the 14 response strategies assessed by the survey to identify any strategies not captured by survey responses. Finally, we used rich, thick descriptions (ie, verbatim quotes) to support each of the categories. 48 The following qualitative methods were used to maximize credibility and trustworthiness of this study: triangulation of researchers, 48, 50, 51 sampling for diverse perspectives, 52,53 rich descriptions (ie, direct quotes) to support categories, 48, 49, 51 code checking and peer debriefing to ensure accuracy of the findings, 48 and use of a third reviewer and negative case discussion in building consensus around findings. 49 Finally, methods were transparently reported to enable readers to judge the credibility and transferability of the findings and conclusions. 48, 54 
Role of the Funding Source
This study received funding from the American Physical Therapy Association Women's Health Section. The funder played no role in the conduct of this study.
Results

Participation and Response Rate
Survey entries numbered 1027, with 892 meeting inclusion criteria. Forty-three of the 892 had not treated patients over the past 12 months and could respond only to queries about their entire career. Of the remaining 849 respondents, 396 (46.6%) reported experiencing IPSB over the past 12 months, and of those, 5 (1.3%) elected not to answer the questions about their responses to IPSB. The resultant sample for analysis included 391 respondents. The Table provides a listing of respondent characteristics. It was not possible to calculate response rate due to the nature of the online survey methodology. Figure 1 details the percentage of time that informal (A) and formal (B) responses were used by respondents over the past 12 months. Distracting/redirecting with an alternate activity was the most common informal response, followed by ignoring the behavior/pretending it did not happen and altering treatment to avoid close physical contact or being alone with the patient. Only 5% reported expressing disgust, criticizing the patient, raising their voice, or verbally threatening the patient. Informal responses were used more often than formal ones. The most commonly used formal responses included reporting the behavior within the facility and documenting the behavior.
Response Frequency
Comparison of respondent characteristics to response strategies revealed some significant differences between groups. Physical therapist clinicians under age 40 (n = 262) were more likely than older clinicians to ignore IPSB (75.2% vs 57.4%; P = .007). Similarly, students and clinicians with 10 years' experience or less (n = 234) were more likely than more experienced clinicians to both ignore behavior and joke with patients (75.2% vs. 60.5%; P = .035 and 31.6% vs. 17.2%; P = .027, respectively). Clinicians with greater than 10 years' experience were more likely to speak directly with their patients (64.3%) than were their less experienced colleagues (45.3%; P = .005). Female physical therapists (n = 338) were more likely to document IPSB (42.3%) than their male counterparts (17.0%; P = .011), and only women filed lawsuits (n = 2) or called police (n = 4). When PWCI committed most of the IPSB events (n = 137), clinicians were more likely to distract (100% vs 92.6%; P = .033), directly confront the behavior (69.3% vs 34.9%; P < .001), document the behavior (64.2% vs 16.8%; P < .001), and report the behavior (55.5% vs 33.6%; P = .004), and less likely to discharge the patient (0.7% vs 10.1%; P = .016) when compared with clinicians whose events never involved PWCI (n = 149).
Response Impact
Responses were considered successful when respondents reported the strategy improved the situation significantly greater than 50% of the time. The impact of informal responses is depicted in Figure 2A . Distraction, avoiding opportunities for the behavior, and directly confronting the behavior were deemed successful. Figure 2B depicts impact of formal responses. Use of a behavioral contract, transferring care, and use of a chaperone were considered successful strategies. Documenting the behavior was considered unsuccessful in that it improved the situation significantly less than 50% of the time. Although the use of a police report or a SH lawsuit made things better 100% of the time, significance could not be determined due to infrequent use of these strategies.
Analysis of respondent characteristics on impact revealed differences. Practitioners over 40 years of age reported that altering treatment to avoid IPSB and joking about the incidents made the situation better more often than younger clinicians (97.3% vs 79.4%; P = .002 and 76.0% vs 34.5%; P = .009, respectively). Physical therapist clinicians also reported that ignoring IPSB improved the situation more often than students did (63.4% vs 36.4%; P = .008). There were no differences in impact of responses when analyzed by sex, training, or events occurring with PWCI.
Qualitative Analysis
Researchers identified 21 different response and prevention strategies that respondents used to manage IPSB, from 205 verbatim comments reported by 103 survey respondents. The most common strategies noted in the narrative comments were "discuss the behavior directly" (n = 45), "distract/redirect the patient" (n = 38), and "transfer care" (n = 19), as the following quotes describe:
In my work experience, I have found that re-direction and/or confronting a patient directly (but kindly) about their behavior is the best method for ensuring the behavior does not continue. (A) Frequency of informal response strategies and (B) frequency of formal response strategies. Distract = distract/redirect with alternate activity; Ignore = ignore the behavior/pretend it did not happen; Avoid = treat in more public space/use less physical contact; Joke = laugh/ joke about the behavior; Direct = speak directly to patient about their behavior; Aggressive = express disgust/criticize/verbally threaten; Contract = behavioral contract/modification plan; Document = document patient behavior in patient's chart; Chaperone = chaperone on future visits with this patient; Transfer = transfer care to another provider; Terminate = terminate care and discharge the patient; Report = report the behavior within the facility; Lawsuit = file a sexual harassment claim or lawsuit; Police = contact law enforcement.
from those explored quantitatively in the survey: "maintain professional dress and demeanor" (n = 9), "modify personal information-sharing" (n = 5), "change jobs or work schedule" (n = 5), "follow a formal or informal 'never treat alone' policy" (n = 5), "drape for modesty" (n = 2), "seek/obtain advice from colleagues" (n = 2), and "learn self-defense" (n = 1). The following comments provide exemplars of these strategies:
I always maintained a very professional dress and demeanor… I always dressed in some type of uniform-lab coat or slacks with uniform top so that I looked clean, neat and professional. I see therapists now with cleavage showing, tight clothes, no lab coats, somewhat provocative. Not that it is an excuse, but a professional appearance…signals a level of (A) Informal response strategy impacts and (B) formal response strategy impacts. P value from test of null hypothesis that % Better = 50%. Distract = distract/redirect with alternate activity; Ignore = ignore the behavior/pretend it did not happen; Avoid = treat in more public space/ use less physical contact; Joke = laugh/joke about the behavior; Direct = speak directly to patient about their behavior; Aggressive = express disgust/criticize/verbally threaten; Contract = behavioral contract/modification plan; Document = document patient behavior in patient's chart; Chaperone = chaperone on future visits with this patient; Transfer = transfer care to another provider; Terminate = terminate care and discharge the patient; Report = report the behavior within the facility; Lawsuit = file a sexual harassment claim or lawsuit; Police = contact law enforcement.
expectation to the client and their families… (#13)
I have had many less issues since being married… At times if I feel a patient may be leading the conversation socially a bit towards a direction of flirting, I will deliberately bring up my husband and family in the conversation. I also know another young attractive-looking female therapist started to wear a band on her left hand just to put off patients even though she was not married at the time. (#61)
It was a scary experience … I had to change my work time(s) and department (from outpatient to inpatient) to avoid him. (#14)
Our facility has a policy that there are always two employees in the office at all times, which has greatly reduced the opportunity for any inappropriate behavior. (#80)
There were many comments (n = 55) attempting to dismiss IPSB. Examples included: attributing behaviors to an underlying diagnosis such as cognitive impairment; being told IPSB "was part of the job" (#26), and comments such as "I believe the patients are under the impression they are being complimentary" (#96); and "Any encounters I have had have not been threatening and I easily dismissed" (#29).
Finally, there were 18 comments regarding support or lack thereof from facility management and administration.
We had a very strong support system headed by the psychiatrist that worked with the patient to address these issues and formulate a behavior plan. 
Discussion
This was the first study in 20 years to describe how physical therapist clinicians respond to IPSB, and, to the best of our knowledge, the first ever to assess and compare the impact of the full spectrum of strategies to address IPSB. Survey respondents reported use of all formal and informal strategies previously detailed in health care literature as well as additional approaches that were identified from the verbatim comments.
Informal Responses
Distracting or redirecting the patient was the most frequently employed informal strategy, used by 96% of respondents. The use of distraction/redirection was confirmed by verbatim quotes and was found to be successful in this survey. Published opinion advocates use of this strategy with PWCI, but its effect had not previously been studied in IPSB or in SH. [15] [16] [17] [18] [19] 55 Although this response was used more often with PWCI, this was also the most frequently used strategy by those working with cognitively intact patients.
Ignoring the behavior was not a successful strategy, yet it was one of the most frequently utilized, selected by more than 70% of respondents. Both frequency 7, 9, 10, 12, 26, [34] [35] [36] [37] [38] 41, 42, 56 and dissatisfaction with impact 34, 42, 57 are consistent with prior research in both IPSB and SH. The prevalence of this response may reflect a lack of preparedness where individuals who don't know how to respond simply don't respond. Physical therapists and physical therapist assistants were more likely than students to report that ignoring the behavior improved the situation; experienced clinicians may be better able to determine when this technique is appropriate. For instance, for some relatively minor and isolated incidents, the clinician may choose to ignore the behavior to avoid positive reinforcement or to enable the session to move forward.
Sixty-seven percent of respondents chose a more public space or a different treatment method when patients exhibited IPSB, and this strategy was statistically successful. This is consistent with physical therapist published opinion, which has recommended scheduling patients when more staff are present, choosing interventions with less physical contact, limiting time with the patient, and establishing emotional distance. [57] [58] [59] Fifty-three percent of respondents spoke directly to the patient about the IPSB, and this rate is similar to reports in prior PT IPSB research. 9,10 Experienced clinicians chose this approach more often than students did, which is also consistent with previous literature. 9, 26 This may indicate that both clinical and life experience teach individuals the value of a direct response, or that experience better equips individuals to engage in straightforward conversation about sensitive matters. Speaking directly to the patient about IPSB was shown to be a successful strategy in this study and was seen commonly in the verbatim comments. There is little previous research on the impact of an assertive response in health care; however, 4 large self-report surveys asked almost 34,000 US military personnel, more than 8000 federal employees, 500 midwestern university faculty and staff, and 200 female professors harassed by their students at a private midwestern university about the impact of their responses to SH. Each concluded that direct confrontation is more powerful than the use of alternative responses to end SH. 34, 41, 42, 60 Assertive responses have also been proven effective in prospective studies analyzing strategies to combat the sexual assault of 100 midwestern college students and 2000 adolescent Kenyan girls. 40, 44 Some individuals reported laughing or joking in response to IPSB (26%). Although a SH survey of military personnel found joking to be as likely to make SH worse as to make it better, 34 the results of the present study showed that joking was the informal response most likely to worsen the situation and that it improved the situation in only 39% of the cases.
Only 5% of respondents reported expressing disgust, criticizing the patient, raising their voice, or verbally threatening the patient. Tests for statistical significance were underpowered to analyze the impact of these strategies; however, most of these individuals did find this strategy improved the situation. Similarly, more than half of respondents in the military survey reported that threatening the harasser made the situation better, and this strategy was used more often than any other. 34 In contrast, staff at a midwestern university found aggression to be the least effective direct response. 60
Formal Responses
The most common formal response in this survey was reporting the behavior within the facility, a response that was utilized by 43% of respondents. This rate is far higher than seen in previous health care and SH literature. 9, 10, 34, 35, 41, 42, 60, 61 Though common, reporting was not statistically successful. This was reinforced by verbatim responses noting lack of institutional support and may reveal a need for administrator training. Two surveys of university faculty and staff also revealed that filing a report was not significantly associated with outcome satisfaction; 41, 60 however, reporting to a supervisor made the situation better for most military personnel and federal employees and was second in impact only to a direct response. 34, 42 Documentation of IPSB was also very common (39%) according to the present survey, but it did not affect the situation for the majority using it. A survey of dental hygienists had similar rates, with 40% documenting IPSB. 56 Avoiding the harasser was one of the top-rated strategies in surveys of federal workers and military personnel. 34, 42 As a health care professional, it is difficult to avoid a patient entirely; however, a clinician can avoid being alone with the patient by using a chaperone or can avoid treating the patient by transferring care, an option frequently cited in the verbatim comments. These formal options were found to be successful but were infrequently employed (30% and 20%, respectively). In contrast, use of informal avoidance strategies, such as changing treatment location or intervention, was widespread (69%). This may indicate lack of workplace support for more formal options.
Termination of care was rarely used (6%), which is consistent with findings of a South African survey of speech therapists indicating that 2% terminated care. 35 Due to the infrequent use of this strategy, tests of statistical significance were underpowered to determine its impact.
Use of behavioral contracts had the highest success rate of all formal responses, yet was employed by only 12% of respondents. This strategy is frequently recommended in health care literature both for PWCI and patients who are cognitively intact, 27, 30, 31, 62 though its use has not previously been measured.
Very few respondents took legal action, either by contacting law enforcement (1%) or by filing a lawsuit (0.5%). This is consistent with SH research where no outside complaints were filed by any female college professors and where less than 2% of federal employees filed a discrimination complaint or suit. 41, 42 Implications Analysis of these data, coupled with application of professional standards, can guide the profession in development of training and policies to guide workplace supervision and human resources management, provision of clinical instruction, and academic preparation.
The lack of a successful outcome for those reporting the incident within the facility coupled with verbatim comments about lack of administrative support demonstrate a clear opportunity for the profession to improve. Furthermore, failure of supervisors and clinical instructors to take appropriate action, as reported in verbatim comments, places institutions at risk for litigation. The fact that so many clinicians chose to report incidents indicates a willingness to work with management and the need for assistance in these situations. Another survey design decision borrowed language from large SH surveys of military and federal employees, asking respondents to report whether their strategies made the situation better or worse or whether the situation remained unchanged. 34, 42 This wording decision limited any comparison of how each strategy may have directly changed patient behavior. Making "the situation" better might imply ending the harassment, but it could also mean making the respondent feel better without direct impact on patient behavior.
Because the survey link was distributed to some, but not all, special interest components of the APTA, the potential exists for bias in data analysis. The sample may not be representative of all physical therapist clinicians and should be interpreted with some caution. Small numbers of physical therapist assistants and even fewer physical therapist assistant students completed the survey, which compromised generalizability to these groups. As is true with all voluntary survey research, those with greater interest, experience, or content concerns typically complete a survey, potentially skewing the data. An attempt was made to decrease this effect by using broad language in recruitment materials, referencing sensitive communication rather than sexual behavior specifically. As with any survey, accuracy of retrospective self-reporting may impact generalizability. We attempted to control for memory issues by collecting data over a 12-month timeframe. And, as is true with all qualitative research, those data are not meant to be generalizable. Direct quotes are provided to enable the reader to judge transferability.
Future Research
Future studies might look both qualitatively and quantitatively at efficacy and frequency of various strategies with specific experiences. A cohort study in which specific strategies are implemented and patient responses are tracked would provide enhanced evidence of effectiveness of specific response strategies. Focus groups or use of a phenomenological approach could add depth and breadth to understanding the impact of responses to IPSB. Examination of which strategies are most effective for specific types of IPSB behavior and identification of strategies best employed with PWCI would be particularly useful. Additional research is also needed to establish effective workplace support policy, prevention strategies, and effective training for clinicians and students. Bystander intervention is emerging as a particularly promising SH intervention, 66 and it could be valuable to explore its use with patients in a health care setting. Additional research might also explore how various response strategies impact the physical, psychological, and work-related effects of IPSB on clinicians.
Conclusion
This survey provides previously unexamined data on commonly used responses to any IPSB by physical therapy practitioners. Distraction and use of behavioral contracts had the highest reported positive outcomes.
Other successful actions included direct responses and avoidance strategies (changing treatment locations or methods, using a chaperone, and transferring care). Experienced clinicians selected more successful responses than novice clinicians or students. These findings provide direction for the development of workplace policy, supervision, training, and education.
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